This is a qualitative and quantitative empirical study seeking to identify and critically describe bioethical issues in primary health care from the perspective of members of Family Health Strategy (ESF) teams in a city in the mountainous region of the state of Rio de Janeiro, Brazil. It also sought to detect the degree of theoretical approximation of professionals regarding the basics of ethics and bioethics, based on principialist theory. A semi-structured questionnaire was adopted as data collection instrument. The responses were categorized into aspects related to (i) ethical/bioethical conflicts in relation to staff and users; (ii) ethical/bioethical conflicts in the process of work and coexistence among team members; and (iii) misconceptions regarding the concepts of basic (bio)ethics and deontology. Although apparently less obvious, such matters concerning the scope of primary health care compromise the work process and the promotion of comprehensive care for users of the SUS. Keywords: Primary health care. Ethics. Bioethics.
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The promulgation of the Constitution of 1988 and the introduction, through Law 8080, of the Sistema Único de Saúde (SUS) [Unified Health System], represented, from a legal viewpoint, the highest stage of a historical process of democratic struggle for the universal right to health care 1 . Since then, a series of discussions and regulations have been proposed, attempting to put the SUS legal proposal into practice. In this sense, the redirection of primary attention, point of initial contact and main entrance door of individuals and families to the health system has become one of the strategic points for the consolidation of the SUS; highlighting the introduction of the Programa de Saúde da Família (PSF) [Family Health Program] in 1994, later on re-dimensioned as Estratégia Saúde da Família (ESF) [Family Health Strategy] , the main point for system reorganization [2] [3] [4] [5] . In 2006, with the introduction of the National Policy for Primary Health Care, the aim of primary care was broadened, reaffirming the ESF as a model of implementation of a new logic for the organization of the Brazilian health care system 6, 7 . This system has demanded modern practices and work strategies from health professionals.
This scenario highlights the role of bioethics, which must exceed the codes of conduct or moral relations of coexistence which underlie and often capture mechanisms of subjection and the exercise of power, proposing respect and for and protection of all beings, human or not, and their natural habitats [8] [9] [10] . The relevance of bioethical debate is that it gains resonance in diverse contexts, including work in the health field, making it the central discipline in the education of health professionals 11 . Added to this fact is that in today's society individuals should have various skills in addition to those previously required 12 , combining techniques with ethics -which makes relevant the need for expansion and optimization of venues for the discussion of ethics and bioethics in the implementation of current educational contexts.
Initially, the theoretical proposal of Beauchamp and Childress, published in 1979 and entitled "Principles of biomedical ethics", continued the discussion of the Belmont Report, the first attempt to systematize basic principles aimed at decision making and moral conflict resolution within the area of health. The concept of bioethics has expanded over the past few years, extending to every kind of life, in line with Potter's original design. But despite its broad context, the very etymology of the word bioethics, in the strictest sense, refers to the phenomena referred to in the health sciences and biotechnologies 13 , and so it was incorporated by principialism as a theoretical current 14 and widely discussed in the health context. Health care, previously limited to assistance centered on hospital practices for drug and healing purposes, started to be viewed as a right of every citizen and a duty of the State, in terms of actions of education, promotion, prevention, protection and rehabilitation. This process allowed new bioethical issues to emerge, in an ethos up to that time almost invisible to ethical reflection: primary care 15, 16 . From this perspective, it is possible to recognize, as well described by Zoboli, that the contributions of bioethics to primary care are still poorly characterized; as for a long time, critical discussions on tertiary assistance and biotechnology were prioritized, highlighting the hospital as the privileged locus of debate on the beginning and end of life, organ donation, transplants and new therapeutic approaches, among others 10, 11 .
In rare discussions, the implications of bioethical issues were addressed at other levels of health care. In addition, as equally described by the above-mentioned author, it should be mentioned that 1) health problems differ according to the levels of actions and procedures provided; 2) the objects of ethics (users, family members and health professionals) are also different and may have less autonomy than in the case of hospitalized patients; 3) the scenario of each type of health service has peculiarities and; 4) the solutions for similar ethical problems may differ, considering the different space-time of health care [17] [18] [19] [20] .
In view of this, the present study aims to describe the (bio)ethical problems experienced by members of family health teams (doctors, nurses, nursing technicians and others) in their daily primary care practices. Moreover, specific purposes, such as the design of the above-mentioned problems and identification of the awareness of principles on the part of staff members, were also evaluated in terms of the basics of ethics and bioethics, based on current principialist theory, originally intended as a medical bioethics, i.e. approximating the area of health context. It is known that the principles proposed by this theory are not adequate for discussing, for example, the bioethical issues in the sphere of public health
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; but they were considered by the authors as a theoretical current incorporating that which was most discussed in undergraduate health. The term ethos here assumes the sense of the Greek word ('ηθος), the original meaning of which, in the Homeric world, was "harboring". 
Materials and methods

Study scenario and subjects
The The study subjects included professionals/ workers at three local USF. Selection of USF was random, but with the preliminary condition that the selected units have complete ESF teams (in fact, there were eight complete USF units at the moment of selection). All ESF team professionals were invited to participate in the study, except those who had administrative positions or who were not part of the health care staff designated by the MOH 23 .
Study design and data collection
An empirical, qualitative and quantitative study was conducted, aiming to identify and characterize bioethical issues concerning health care, describing 24 and interpreting them critically, allowing rational and unbiased analysis of the observed moral conflicts 21 . The field of this study is social and, due to the characteristics of the object of investigation, the theoretical, instrumental and methodological underpinnings of qualitative research, which deals with the universe of meanings, reasons, aspirations, beliefs, values and attitudes, corresponding to a deeper space of relations, processes and phenomena that cannot be reduced to variables operationalization 25, 26 , were employed.
The semi-structured questionnaire was adopted as a data gathering tool, following the recommendations of the literature that it should be mixed, in other words, use both open-ended and closed-ended questions. It is well known that open-ended questions allow freedom of thought and that the varied answers permit possible identification of meanings. In contrast, closed-ended questions allow fast and easy answering, as well as subsequent quantification 27 .
The questionnaire included 25 questions, divided into three main sections: 1) general educational characteristics and time of employment of the professional at the ESF, 2) bioethical problems faced by the team, and 3) understanding of ethics and bioethics principles. As regards the "general educational characteristics and time of employment at the ESF," the questionnaire contained closed-ended questions on the academic formation of the professionals, time (in years) of undergraduate study, time (in years) of work in the health area and time (in years) of work as an ESF professional.
The section, "bioethical problems faced by the team," contained open questions in which professionals were to describe: one or more bioethical situations experienced at the USF; the consequences; how the team approached the issue; and the solution, if applicable, to the problem. On the third section of the questionnaire, knowledge of ethics and bioethics principles, there were questions on the understanding of ethics and bioethics concepts, the possibility of teaching such knowledge, if they should be registered in their work routines and if there was interest in learning more on such themes.
The selected teams were contacted in their USF for explanation of the study proposal and, subsequently, for formalization of invitation and participation, as well as clarification on the investigation objectives. As soon as the professional consented to participate, he or she received the semi-structured questionnaire to be filled out. The investigator interfered the least possible, orientating and stimulating each participant in the preparation of answers.
Data analysis General characteristics of participants
The questionnaire was answered within an average period of 45 minutes by 31 USF professionals: 13 Community Health Agents (CHA -41.9%); 2 Oral Hygiene Technicians (OHT -6.5%); 2 Dentists (D -6.5%); 5 Physicians (PHY -16.1%); 5 Nurses (N -16.1%) and 4 Nursing Technicians (NT -12.9%).
To guarantee privacy of identity of the participants, each questionnaire was coded by numbers associated to an acronym; codes were used in any reference to participants/questionnaires.
Nearly all professionals who answered the questionnaires were women (n = 29). Regarding the participants' level of education, 19 (61.3%) had high school level and 12 (38.7%) had a university degree, with specialization (completed or attending). The participants' time of direct work in primary care was: 0 to 1 year (7, or 23.0%); 1 to 2 years (6, or 19.0%); 2 to 5 years (5, or 16.0%); 6 to 10 years (6, or 19.0%); 11 to 15 years (5, or 13.0%); another 3 professionals had not yet completed one year. Based on the responses, it was noticed that the upper and mid-level professionals remained less time working in primary care.
It has been observed that few professionals work at ESF for a long time, corroborating previous studies that mention high turnover of professionals. In other words, non-commitment of professionals to primary care and inadequate working conditions, related in the literature and resulting from problems of professional depreciation, job instability, lack of motivation with working conditions and lack of adequate USF infrastructure, and others 4, [28] [29] [30] [31] [32] . Such a context becomes even more complex in the face of different ESF management approaches, such as outsourcing by state-owned foundations and Social Organizations (SO) 30 .
The analysis of answers was conducted using Bardin's content analysis technique, specifically thematic analysis, due to its adaptation to qualitative investigation in the health area. Following the systematic reading of answers, three stages were carried out: 1) pre-analysis; 2) material exploration and; 3) results processing, inference and interpretation 33 , respecting the order of arrangement of the sections of the questionnaire. During the first two stages, pre-analysis and exploration of the material, the thorough and careful reading of each of the participants' responses was undertaken, seeking to identify significant issues in the object of study and its points of approach. In the next step, treatment of results, inference and interpretation, the data were grouped according to the convergence of themes or answers being highlighted during the interpretation and the commonalities and possible inconsistencies, culminating in organizing them into aggregator unit directions (categorization). Further data quantification was carried out using the software program Epi InfoTM, version 3.5.2.
Bioethical problems mentioned by respondents relate to two main categories of analysis: 1) conflicts between health teams and users, and 2) conflicts between the respondents and the members of health teams; both are presented and discussed later in this article.
Ethical aspects
The present study was submitted to analysis and approved by the Research Ethics Committee of the Se- 
Results and discussion
Presentation of results will be made by questionnaire section.
Aspects concerning main ethical/bioethical problems identified by health teams
Among the 18 answers referring to bioethical problems, two main categories were considered: 1) conflicts between health care teams and users disregarding privacy or the confidentiality of users and/or relatives and a case of physical assault of a community health agent by a community member, and 2 conflicts between team members: disrespect, criticism and verbal aggression between professionals, occurrence of discussions in the presence of users, performance of tasks not belonging to the professional's job description and disrespect for interdisciplinary behavior.
When participants were asked to describe situations experienced in the USF involving problems of a bioethical nature, some (9) of the professionals answered that they had not experienced or did not remember situations of an ethical/bioethical order at the ESF; 4 participants, 1 nursing technician, 1 oral hygiene technician and 2 community health agents did not answer this question. Consequently, 18 professionals reported ethical conflicts. Considering the group that answered the question affirmatively, the answers revealed a certain difficulty in identifying situations involving problems of a bioethical nature, demonstrating a certain confusion related to organization or planning of the staff work process: Dealing with the privacy and confidentiality of information is an aspect that permeates the teamwork process of ESF, given the difficulty in maintaining privacy in services carried out both at the USF and in patients' residences and in defining to what extent users' and their families' private information observed by professionals, especially by the community health agent, should be shared with the team. It is worth mentioning that information to which the ESF team has access do not exclusively concern users' morbid conditions 16, 38 . Privacy imposes on a professional the duty of protecting shared information and preserving patient intimacy. On the other hand, confidentiality is related to the contact between professional and user and must be maintained in secret, unless its revelation is authorized by the latter [39] [40] [41] . This dimension of the question is particularly significant in the case of community health agents, as these professionals must necessarily belong to the community in which they work. Thus, their social reality is same as that of the users 41 . On account of having greater proximity with patients and frequently entering their residences for home visits, the community agent, in his or her practice practice, requires the incorporation of bioethical principles in their daily interaction with users and respective relatives 42, 43 .
According to the principialism of Beauchamp and Childress, which discusses the bioethical principles of autonomy, beneficence, non-maleficence and justice, the bioethical justification for the right to confidentiality is based on respect for personal autonomy 24 39, 44 and other things. The following reflection surfaces at this point: to what extent should this information or these observations involving privacy and confidentiality be discussed by the ESF teams, vis-a-vis which professionals, and how can they be revealed? Category 2, bioethical problems in relationships between team members (lack of companionship, respect, commitment and collaboration), referring to difficulties in delimiting duties and functions of each ESF team member and respective working field, which result from the incorporation of new professionals and innovations in health care proposals 16, 44 . The following quotations corroborate this delimitation:
. This information has special importance when the revelation of information exposes a patient to legal risks, loss of loving friends and relationships, emotional desolation, discrimination, loss of jobs
"Professionals argue in front of patients. (...) They were frightened by what they heard" N6; "I do not remember at the moment. But we always have interpersonal conflicts within the team" PHY2.
It is worth mentioning that such aspects can interfere in the integrity of primary care to system users. In order for changes to occur in health practices and correct team work, changes in the work relationships of the primary health care team itself are necessary. There is an urgently needed new way of looking at the system user, at the work colleague and at oneself as a health professional attempts to restructure sanitary practices within a proposal that should privilege team work, it is observed that teamwork in primary care still reveals the existence of tension between fragmentation and integration of the work process. Thus, there is a risk of professionals being isolated in their "nuclei of competence," or actions that are carried out in an isolated manner and juxtaposed, thus reproducing different planes of fragmentation in the organization of both work and knowledge, and in the interaction between subjects, professionals and users
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.
The daily production of health care depends largely on the skills of health workers, as well as the degree of interaction between various professional identities within the ESF 2, 45 and ethical respect among these same professionals. Also extremely important are the interdisciplinary approach and the need for respect and teamwork, allowing as they do further discussion and problem solving, in addition to strengthening the organization and management of services. Yet from this perspective, it is important to emphasize that interdisciplinarity and proposed teamwork (respect for the various ESF professionals) do not seek the unification of knowledge, but rather the complementarity of knowledge within comprehensive care 3 . As for the approach of the teams to the resolution of conflicts that were described in the questionnaire, eight participants reported that the solution adopted was dialog among those involved; 18 did not answer and only 1 mentioned calling the ESF co-ordination when necessary -which had repercussions for the transfer or dismissal of professionals. Four staff members stated that there was no solution to the conflicts.
When asked if "it was necessary to use bibliographical references for the resolution of problems or bioethical conflicts," only 3 professionals (2 physicians and 1 nurse) mentioned consulting their respective codes of practice. Of the others, 17 did not respond, and 11 answered that consultation was not necessary. When asked in the questionnaire about "the consequences of the problems that occurred," they answered that there were negative repercussions in some cases for users in their bonds with the teams, while in other cases, there were harmful repercussions for the relationships between team members, as described below:
"Unpleasant consequences for clients, mainly because they are not in the primary health care unit to witness problems between officers" OHT15; "Dissatisfaction of the whole team" PHY1;
"Lack of motivation, disunity, fragility in work processes, lack of quality of the work, damage to patients" N9.
Differently from what happens in the hospital environment, the asymmetry between health professionals and ESF users is established in other terms. While in hospital institutions the relations are authoritarian and little questioned by patients due to the "omnipotence" of the health professional (meaning that the hospital is a space of confinement par excellence, typical of disciplinary societies 46, 47 , the submission of ESF users is reduced, given that adhesion to the prescribed conducts depends, most of the time, on user deliberation.
The user holds greater making-decision autonomy, and for that reason the clinical gaze in primary care needs to be broadened to favor the understanding of the patient in his or her individuality, complexity, integrity and sociocultural insertion, so that proper pact and co-responsibility takes place in the health care process 16 . It is worth emphasizing the possibility of a high degree of intervention in people's lives, mostly by the community health agent, reproducing, even unintentionally, capture processes urged in the context of control societies [48] [49] [50] .
Aspects related to ESF team members' knowledge of the principles of ethics and bioethics
As this section, the last part of the semi-structured questionnaire, is aimed at detecting the degree of professionals' academic knowledge regarding the principles of ethics and bioethics, we aimed to detect the degree of professionals' approximation to and/or theoretical appropriation of the basics of ethics and bioethics, taking as a basis the principialist theory. The first three questions were: 1) what were the first words that came to their minds when they heard the terms 'ethics' and 'bioethics'? (free evocation or the free association technique); 2) if they knew any principles of 'ethics' and 'bioethics'; and, finally, 3) if they had ever read about principles such as 'respect for autonomy,' 'beneficence,' 'non-maleficence,' 'justice,' 'protection,' and 'compassion,' among others.
Based on the responses, another category of analysis was detected: 1) No distinction, misunderstanding of basic concepts of ethics and bioethics. As for the understanding on the concept of bioethics, it was noticed that many professionals still do not dis- tinguish it correctly from the ethics and deontology concept, as shown in Table 1 . In the excerpts below, the reduction of ethics and bioethics to biological aspects or to the sphere of health sciences is observed At present it is known that bioethics can be conceived in different ways, without limiting it to issues of the health sciences area but, equally, as discourse on the moral implications of human praxis to different extents 18 . According to Kottow, the area concerns a set of principles, arguments and standards that value and ethically legitimize human acts, understanding that these acts profoundly, and mostly irreversibly, in a real or potential way, affect living systems 51 .
In addition, it was noticed that aspects related to environmental questions and to health-environment interrelationships, which are determinants of the prevalence of disease, were not mentioned or correlated with bioethics in the answers. It is also important to consider that environment changes can cause effects on planetary life, and equally, on the health of living beings 52 . However, such aspects should play a primordial role in the reflections and primary care actions of the ESF multidisciplinary team directed to users of the SUS 53, 54 . Moreover, these actions should be contextualized and included in the formation of health professionals 10, 55 , requiring that a person's exclusive concern with himself or with his species be overcome 18 .
Regarding the assertion contained in question number 21 of the questionnaire, in which is stated that "All health professionals must have their work governed by the principles of ethics and bioethics," participants were asked to refer to their own perception. Next, it was asked if they had already participated in any courses, training workshops or other teaching-learning processes focusing or approaching ethics and bioethics principles.
Although according to answers obtained and listed in Table 2 , 25 agreed on the importance of work based on such referential systems, little familiarity on the part of these professionals with those the principles of bioethics was observed. Among the answers obtained, 17 (54.8%) of the team professionals in the community health agent area responded that they had had no prior participation in teaching-learning activities in aspects related to ethics and bioethics (out of a total of 13 agents, 5, or 38.0%, answered that they had not participated in prior events on ethics and bioethics). Although explicitly included in the current -Diretrizes Curriculares Nacionais (DCN) [56] [57] [58] [59] [National Curricular Directives] for health sciences graduate programs and recognized as important formation by the participants in this study of professionals, it has been observed that secondary education in health sciences does not address the necessary bioethical reflections for professional formation appropriately or sufficiently. Such a scenario raises the question of the relevance of bioethics being included in the curricula of undergraduate and graduate programs, as well as continued education and permanent education processes -which must exceed deontological codes and mere moral relations of good fellowship, which are very often perpetuators of spurious power relationships 47, 48, 60 . The appropriation of new pedagogical strategies of teaching-learning is of fundamental importance in the formation of health professionals capable of reflecting and deciding about on ethical questions relevant to family health strategy, as well as being of fundamental importance to health care [61] [62] [63] .
The three last questions of the instrument were to evaluate whether the study participants considered ethics and bioethics capable of being taught, and to what extent they yearned to improve knowledge in this area of investigation. Analyzing of the responses revealed a certain consensus that ethics and bioethics could be taught and learned 24 affirmative responses; relative frequency = 77.4%, except among 3 professionals who answered that this would not be a possibility and another 4 who left this question blank. As for the wish to learn more on ethics and bioethics there was near consensus of the participants: 26 (relative frequency 83.9%) answered positively, and only 5 participants did not answer. The answers referring to which modalities they considered proper for ethics and bioethics teaching are shown in Table 3 . 
Final considerations
Ethics in family health represents an innovative and restructuring strategy of primary health care and, in the last analysis, of the SUS, in that it transforms a fragmented vision of the human being into an integral conception in the individual, family and collective dimensions. In addition, the understanding of the health-disease process to which users are exposed in primary care broadens the horizon for the awareness of family, community and the environmental reality 29 . In this context, in which growing needs and multiple demands emerge, studies on the delimitation of bioethical problems in the venue of the family health strategy are extremely relevant and necessary.
Nevertheless, although apparently less obvious if compared to bioethical problems that permeate hospital institutions, there are questions related to the extent of primary health care that corrupt the appropriate work process and the promotion of integrity of care. For example, it is important to mention the limits of team intervention in the ways of life of families or users, difficulties in maintaining privacy in domiciliary services and in delimiting the specialties and responsibilities of each professional, and lack of companionship and collaboration among team members. In agreement with studies carried out by other authors, especially Zoboli and Fortes (2004) 20 , the present study reaffirms that in several aspects, despite the numerous bioethical problems listed, many family health strategy professionals still have great difficulties in recognizing and/or differentiating, in a given context, a problem of bioethical nature. Such a fact goes Bioethics, as regards the family health strategy, brings a possibility of approaching and describing moral-related issues, as well as constituting, per se, an appropriate reference system for prescribing conducts and basing decision-making processes, in face of the special challenges of primary care and the interaction capacity of the professionals with the reality of the context in which they are inserted. Thus, it can be suggested that for the consolidation of the SUS [Brazilian Unified Health System], in terms of integrity of care and human dignity, redirecting clinical practice in the family is not enough; however, ethics is necessary to broaden the space for discussion of bioethical principles, beginning with students of technical courses and undergraduate courses of study, for optimization of moral judgment and ethical decision making. 
